The current social and political context is generating socio-economic inequalities between and within countries, causing and widening health inequalities. The development and implementation of interventions in primary health care (PHC) settings seem unavoidable. Attempts have been made to draw up adequate criteria to guide and evaluate interventions but none for the specific case of PHC. This methodological article aims to contribute to this field by developing and testing a set of criteria for guiding and evaluating real-life interventions to reduce health inequalities in PHC settings in European regions. Methods: A literature review, nominal group technique, survey and evaluation template were used to design and test a set of criteria. The questionnaire was answered by professionals in charge of 46 interventions carried out in 12 European countries, and collected detailed information about each intervention. Third-party experts scored the interventions using the set of evaluation criteria proposed. Results: Nine criteria to guide and evaluate interventions were proposed: relevance, appropriateness, applicability, innovation, quality assurance, adequacy of resources, effectiveness in the process, effectiveness in results and mainstreaming. A working definition was drawn up for each one. These criteria were then used to evaluate the interventions identified. Conclusions: The set of criteria drawn up to guide the design, implementation and evaluation of interventions to reduce health inequalities in PHC will be a useful instrument to be applied to interventions under development for culturally, politically and socio-economically diverse PHC contexts throughout Europe.
Introduction
T he current social and political context is generating socioeconomic inequalities between and within countries, causing and widening health inequalities. [1] [2] [3] Evidence from the current financial crisis, as well as from past recessions, suggests that health inequalities are likely to widen because of the impact on the social determinants of health, as well as the impact of budget cuts on health services. [4] [5] [6] Primary health care (PHC) is a useful setting for interventions for the reduction of social inequalities in health for two key reasons. Firstly, as it is the main gateway to health care and where the majority of health complaints are dealt with, it has great potential for taking efficient action. Secondly, because PHC is embedded among the local population, it is the ideal setting to intervene in the social determinants of health through different public health strategies. 7, 8 Over recent years, researchers have made various attempts to draw up a set of suitable criteria to guide and evaluate interventions and policies aiming to reduce health inequalities in Europe. One key paper on the subject, based on the Netherlands, was written in 1997 9 and proposed guidelines that addressed three areas: intervention objectives, research design and measurements. These were extended 10 years later to include factors targeted by the intervention and its scientific quality.
1 At a Europe-wide level, the DETERMINE initiative was set up with the aim of identifying national policies and practices that promote health equality. 10 In that project, a set of 10 criteria was drawn up by assessing innovative interventions. More recently, the European and collaborative gradient project has developed a European action-oriented policy tool for levelling-up the gradient of health inequalities by focusing on specific populations: children, young people and their families. 11 The tool, named the Gradient Evaluation Framework, applies a gradient equity lens to guide and inform technical experts in public health involved in the design of policies. However, few attempts have been made to design specific criteria for guiding, implementing and evaluating interventions and policies that promote equality in the PHC context. In fact, some reviews evaluating the effectiveness of interventions have revealed the need for adapted guidelines for this level of services provision. 12, 13 Moreover, recent evidence shows that enhancement of PHC services for disadvantaged populations is essential to reduce health and health care inequalities. 14 In Europe, there is still a knowledge gap in the state of the art of this type of interventions in PHC in different regions. However, projects and publications regarding health data at a sub-national level are now emerging in a context of increasing importance of regions and the consequent devolution of powers towards them. 15 The main objective of the Addressing Health Inequalities Interventions in Regions (AIR) project (http://www.air. healthinequalities.eu/) is to identify the best practices and policies developed to reduce inequalities in PHC settings in European regions. It was founded by the European Commission and is an initiative of the ENRICH Network of European Regions and Local Authorities (http://www.enrich-network.eu/). The project has 31 partners and represents 15 European countries working together to investigate health inequalities. The AIR project was set up to make a contribution to this specific undeveloped field of evaluation research, and its overall objective is to draw up a set of key analytical criteria to guide and evaluate public health interventions developed to reduce health inequalities in PHC settings in European regions.
The project has been carried out in several phases over a period of 3 years. Its particular focus on the role of PHC, the European regions and the reduction of socio-economic health inequalities makes it a pioneering and indispensable study, especially given the current context of economic crisis. The aim of this article is therefore (i) to describe the methodology used to evaluate interventions and to propose a list of possible criteria to develop and evaluate this type of intervention and (ii) to evaluate the degree to which the PHC interventions that are identified comply with the proposed criteria.
Methods
The study consisted of two phases.
Phase one: design of criteria and questionnaire for the evaluation of interventions to reduce health inequalities in PHC Through a literature review, a set of criteria to evaluate interventions, with their corresponding working definitions, was drawn up. Based on these criteria, draft versions of an Evaluation Questionnaire and an Evaluation Template were developed and later discussed and voted on using a modified nominal group technique (NGT). NGT, a structured variation of a small-group discussion to reach a consensus, is a procedure for gathering information from groups of people who have insight into a particular area of interest. 16 The aim of this NGT was to reach a consensus on the contents of the criteria, the key questions needed in the Evaluation Questionnaire, and the contents of the Evaluation Template to assess compliance with the selected criteria. A total of 14 AIR project members participated in the NGT.
The NGT participants decided to include nine criteria: relevance, appropriateness, applicability, innovation, quality assurance, adequacy of resources, effectiveness in the process, effectiveness in results and mainstreaming. Working definitions for all nine criteria and the 37 questions included in the Evaluation Questionnaire were also defined.
The Evaluation Questionnaire was created using LimeSurvey, a survey development tool. 17 It was translated by the AIR research group into six languages: English, Croatian, French, German, Portuguese and Spanish. Half of the questions were closed and half were open-ended. The questionnaire was open to completion from July to November 2011.
Phase two: evaluation of interventions
To identify and select the interventions to be evaluated, a first survey to collect information about all interventions that contribute to the reduction of health inequalities through PHC settings in European Union regions was carried out in a preliminary stage of the project (year 1). This first questionnaire was aimed at European regional health departments and health regions (Nomenclature of Units for Territorial Statistics-NUTS2). Additionally, AIR project representatives in all countries actively searched for interventions. All regions were invited to identify between one and five of the best interventions on health inequalities involving PHC settings. The key factors in the selection of interventions were the goal of reducing inequalities, PHC as the setting for the intervention and the regional or local level as the level of implementation. A total of 90 interventions from 21 European countries were identified in this first survey. Further information about this stage of the project is available at the AIR website.
To obtain detailed information about each intervention, representatives from these 90 interventions were invited to participate in the second survey (year 2). We sent them an invitation e-mail with a link to the online Evaluation Questionnaire, followed by several periodic reminders. We obtained detailed information of about 46 interventions from 12 countries (figure 1).
Finally, each intervention was evaluated by two third-party experts. A total of 18 evaluators were selected using the 'snowball technique', starting from the AIR Project team. A total of 46 interventions were randomly assigned to the evaluators, with the exception that they could not evaluate interventions from their own country.
Using the Evaluation Template, evaluators gave each criterion a score between 1 (lowest) and 5 (highest) according to the degree of compliance of the intervention. The scores for all the criteria were added up and the average for each intervention was calculated based on the two overall scores, one from each evaluator. The Evaluation Template also contained two open-ended questions where evaluators could identify illustrative practices and provide their main recommendations for each intervention. The term 'illustrative', rather than 'good' was chosen because the majority of interventions identified are still ongoing and do not yet have results that could be used to measure their real effectiveness. The Evaluation Questionnaire and the Evaluation Template are both available on request from the authors.
Results

Intervention characteristics
The names and countries of the 46 interventions and a brief description of their content are shown in table 1.
The interventions identified are aimed at different population groups: rural and urban settings; both sexes, with just three aimed exclusively at women (focusing on the female reproductive system), and two where the main focus is on women; of no specific age group, although the elderly and adults account for the majority; with a diverse range of health conditions but where chronic and mental illnesses account for a considerable number.
Most interventions have a medical focus, whereas just a few have a less medical but more social focus, aiming to improve integration and cohesion or apply strategies to change knowledge and attitudes.
All the interventions are being implemented in the PHC context. However, they also include other health care services, municipalities and neighbourhoods. Schools, for instance, play a significant role in interventions aimed at young population groups.
In accordance with the conceptual framework for action on social determinants of health, 18 the interventions studied aim to improve the health of the most disadvantaged groups through actions to reduce the following: (i) exposure to health-damaging factors (56.5%); (ii) vulnerability of disadvantaged people (26.1%); and (iii) unequal consequences of illness in social, economic and health terms (17.4%). Most interventions therefore aim to have an impact on intermediate social determinants of health such as lifestyles, access to health care services or housing and economic conditions. For example, an intervention in Germany provides temporary housing for immigrant women who have experienced violence and trauma, and one in Croatia provides economic support to disabled people by paying their bills or buying their medicines to allow them to continue to live at home. Although these interventions may help to reduce socio-economic disadvantages, a long-term and sustainable scope needs to be guaranteed to effectively mitigate disadvantaged structural conditions affecting these populations.
Criteria used to evaluate the interventions
The criteria definitions, operational criteria and a summary of results are shown in Table 2 . Table 3 shows some examples of operational criteria for the interventions evaluated.
The results for each criterion are described below.
Relevance
In the design phase, it appears to be essential to have a wide-reaching discussion with all the relevant sectors and stakeholders and to involve the community. Moreover, participation of the target group is important at this stage of identification of needs and planning, as members of that group are experts on their own needs.
Appropriateness
In addition to a good analysis to design the intervention, widereaching discussions with all relevant sectors and stakeholders are strongly recommended, as is participation of a wide range of governmental and non-governmental actors, including key institutions for the specific area the actions are targeting. Participation of both public and private spheres and public institutions, ranging from Its main objective is to provide a framework for access to public health care services for patients in crossborder mobility, with a view to greater equity and to rationalize costs. Portugal Madeira Gerontologic Plan for Madeira Organized around three intervention axes (active ageing, dependencies and safety, and empowerment and specific training), intervention aims at improving quality of life and increasing amount of years lived for population aged !65 years.
(continued) The intervention is considered to be appropriate when the activities correspond with the aims of the intervention and are based on the evidence available. Furthermore, the intervention is considered to be appropriate when there are established governance arrangements and some facilitating factors have been identified.
Evidence available for the design of the intervention activities Establishment of governance arrangements Identification of facilitating factors Correspondence between the activities and the aims of the intervention For 63% of interventions, the analysis was highly influential on the design. 78% have found facilitating factors in normative framework and knowledge of context. Although 23% of interventions report its satisfaction with the activities, 58% claim for some kind of change to achieve aims.
Applicability
12,21 : An intervention is considered to be applicable when all the material, human and financial resources available to carry it out correspond with the planned and the needed resources. Moreover, all the potential barriers to successful achievement of the aims have been identified and have developed strategies to minimize them, and the target group has helped to implement the intervention.
Identification of barriers and the development of strategies to minimize them Participation of the target group in the implementation of the intervention Correspondence between the available material, human and financial resources and the planned and needed ones (in adequacy of resources) 67% interventions have found barriers, being the most common lack of resources, and 58.7% developed strategies to minimize. Target group participation in planning process is 39.1%.
Innovation
10,22 : Innovative interventions are those in which sectors other than the health sector play a role. They have a multidisciplinary approach, involve a creative or novel element and empower the target group in some way.
They empower the target group in some way Sectors other than health sector play a role They have a multidisciplinary approach Involve a creative or novel element 89% of interventions perceive they strengthen politically, socially or economically the target group though transfer of information and knowledge, improvement of the quality and access and participation in planning and implementation. Education/Social Services/Voluntary sector participation is 52%; Employment sector, 19%; Housing, 15%; Environment/Transport sector, 6%. Only 10.8% include a social scientist in their team. Innovation has been highlighted in two areas: new ways of working and activities developed specifically for the intervention. Quality Assurance 23 : An intervention is of high quality when it includes a system to guarantee quality and a process monitoring system that includes indicators of coverage, satisfaction and level of execution. There must also be a report on that monitoring process.
System to guarantee quality and a processmonitoring system that includes indicators of coverage, satisfaction and level of execution Report on that monitoring process 19.5% of interventions do not have any system to test quality assurance, and from those who have, the most common method used is periodical meeting with professionals, whereas the least is an evaluation or audit by external body. 80.4% of interventions reported to monitor the quality through indicators that go from the most to the least: coverage (81%), assessment of the level of execution (73%), assessment of material resources (64%) and satisfaction of participants (62%). Adequacy of Resources: The resources are considered to be adequate when the human, material and financial resources required are quantified before the intervention, and enough of the actual resources are/were available for the planned activities to be carried out.
Quantification of material, human and financial resources and correspondence between the available and the planned and needed ones 41% have a specific budget for its implementation; 24% do not have specific budget; 30% mixes specific budget with already existing resources (4% non-response rate).
Effectiveness in the evaluation process 3, 24 : An intervention is considered to have been evaluated when indicators to monitor the achievement of target/outcomes have been used, when there is an evaluation of results or there are plans to do so and when the process of evaluation is known and there are details of the evaluation process. Moreover, there must be some indicators informing about the participation of the target group in the evaluation process and with results about the satisfaction of the target group. 
Applicability
Real participation of the target group in the implementation process is a key factor. The human, material and economic resources required for the intervention should be documented and quantified to ensure the intervention is viable. Interventions that develop strategies to overcome barriers have been successful and are examples of illustrative practices.
Innovation
Creativity in the activities developed and new ways of working are innovative elements. Many sectors should be involved in the implementation process to find an efficient way of working together, and this requires a well-coordinated work method. Moreover, a multidisciplinary approach is highly recommended, incorporating necessary and enriching perspectives from professionals with different backgrounds, such as social scientists, among others.
Quality assurance
As external audits might be difficult to implement because of limited financial resources, internal assessments are essential. Good interventions usually include the target population in their quality monitoring system, using satisfaction questionnaires, interviews or focus groups. The results achieved by the interventions till date can also be used to measure quality.
Effectiveness
In the case of ongoing interventions, effectiveness can still be measured by assessing preliminary results. The indicators used to monitor achievement of results are specific to each type of intervention based on its objectives. Including the target group in the evaluation is useful. Difficulties may arise when trying to establish a direct causal link between the intervention and the real reduction of social inequalities in health. More time and resources may therefore be needed to study this link.
Mainstreaming
Dissemination strategies can be carried out in two ways: internal (among the professionals or institutions involved) and external (among the scientific or general public). Transfer potential is determined by the availability of resources, the design of an assessment and a defined protocol before the intervention, reliance on strong political support and good partnership between institutions and effective work to get professionals and the population involved. To have an impact on decision-makers, interventions must be updated regularly, taking into account that effectiveness is a strong influencing factor for those decision-makers.
Discussion
The criteria measuring the middle stages of interventions were given better average scores than those used to measure the final stages (monitoring, evaluation and dissemination). For example, relevance and appropriateness were given the highest scores, whereas mainstreaming and effectiveness obtained the lowest. This is primarily because most of the interventions are still ongoing (73.9%) and only some have achieved preliminary results that allow real effectiveness to be measured and dissemination to be carried out.
Four aspects of this study are significant. Firstly, we were able to identify and carry out an in-depth evaluation of interventions from 24 regions in 12 different countries in Western, Eastern and Central Europe. These included interventions from countries with longstanding and more recent work on health inequalities, as well as regions with different cultural, social, economic and political profiles. These diverse conditions are reflected in different aspects of health and well-being, as well as in the large differences in general and cause-specific mortality. 25, 26 Our research therefore reflects the diversity of the European regional landscape. : The mainstreaming refers to the transferability, the dissemination, the influence and the impact of the intervention. The highest punctuation should be for interventions with a high transferability of outcomes and when the interventions have or are the plans to influence decision-makers.
Transferability
Plan of strategies for the dissemination of results Plans to influence decision-makers Sustainability 63% of interventions consider to be highly transferable and (almost in the same proportion) sustainable. Three cases reported not to be transferable because of the financial economic crisis. Almost every intervention has a plan for dissemination. Most common strategy is to participate in national and international conferences but also through internal meetings of the institutions involved. 47.8% of interventions have plans to influence decision-makers by keeping them updated through the delivering of reports, publications, leaflets and media among other strategies.
The second relevant aspect is the wide variety of interventions that are being implemented at PHC level in European regions. Our results are consistent with the great versatility and adaptability of this level of services. 8, 27 The interventions studied are aimed at different vulnerable groups, based on strategies ranging from more structural to more intermediate social determinants of health, and involving many different types of activities, addressing many different health problems and conditions. Thirdly, we have designed a set of criteria that could be used to evaluate and guide the design and implementation of real-life interventions to reduce health inequalities at the European regional level, organized through PHC settings. Although these criteria are similar to those reported previously, 1,9,10,28 the way they have been applied to the interventions is different. Usually, evaluation studies focus primarily on measuring quality or effectiveness. We have used a broader approach, assessing each proposed criterion in detail. This has allowed us to consider and evaluate every stage of each intervention. This provides a more comprehensive and realistic approach for real-life interventions.
Finally, this article examines interventions that otherwise would probably not be published or widely known. Few European interventions are reported in the scientific literature: in the literature review performed as one of the AIR project work packages, only 20 European interventions on health inequalities were identified in the scientific literature in the period between 2000 and 2010. 29 The major limitation of this article is the limited number of interventions evaluated. The number of interventions that may be ongoing at any given time in European regions is not known. Selfselection of interventions may have affected this study. For example, the interventions included have all reached a certain degree of formal development and complexity, so other less formal ones were probably not reported or included. Furthermore, interventions from countries or regions with a long tradition and/or an Establishment of governance arrangements Applicability 'Barriers: Different paces of work, making it difficult to find common niches; interested but overstretched partners; hesitancy when it comes to acting through fear of becoming overloaded with work, of being labelled ''social reference cases''; difficulty in immediately perceiving the benefits of the process. Solutions: duplicate meetings (night and day), identification of privileged intermediaries at micro-territorial level and within established groups, promotion of the action at internal meetings with partners, visits to sites, critical time to raise awareness, mobilise and meet.'
Identification of barriers and the development of strategies to minimize them Innovation 'The intervention is de-centralised into the community, going on to more concerted and adjusted actions carried out by the partners in each measure. The aim of the intervention is for co-responsibility, and it creates opportunities for integration and equality for citizens in a situation of social exclusion. Different sectors play a role. The Social Action department of the City Council plays an active role regarding housing, late payments of water and electricity bills. The Social Security System has field teams to provide all the support and responses needed when the partners lack the capacity. The Health service intervenes with actions of health education, prevention, treatment, rehabilitation of individuals/families. Employment and Vocational Training collaborate in education needs and integration into the job market. Education plays an essential role in terms of raising the qualifications of the users (whose qualifications are usually low).'
Sectors other than health sector play a role
Quality assurance 'The mechanism is evaluated by the ARS (Regional Health Agency) and by the funders who are informed of the results twice a year. A series of indicators agreed at the beginning of the process is promoted and operated. The data are mainly obtained from independent and external organisations: primary healthcare insurance fund and the ARS. Every three years, an external audit is performed. It is planned in the coming months. Regular meetings involve physicians participating in the project'
System to guarantee quality and a process monitoring system, which includes indicators of coverage, satisfaction and level of execution Adequacy of resources 'The 5 professionals currently ascribed to the centers are the ones that are needed and they agree to what has been planned. The organisations working for the community have their own human resources, which in some cases are funded through projects. These technicians are the ones that are needed and they agree to what has been planned. In order to carry out activities in the community there is recourse to other nurses and psychologists of the Healthcare Centres and Hospitals, with specific training in the field, and which correspond to what has been planned and to the needs'.
Quantification of material, human and financial resources and correspondence between the available and the planned and needed ones Effectiveness in the process 'Each health centre located in a TSTN (Territories with Social Transformation Needs) prepares its evaluation plan based on the objectives and actions implemented. A cross-cutting, descriptive study is being conducted to evaluate the project with all professionals involved in the process. In addition, a biannual analysis is performed of health indicators that affect or are affected by social factors.'
Results are evaluated or there are plans to do so Effectiveness in the results or outcomes (Interventions are still ongoing and have no results or outcomes) Mainstreaming 'Drafting of organisational, care and testing protocols, decision-making tables. These tools are validated by the intervention and may be transferred to other retirement homes. In addition, the 2011 action underway enables validation of the use of these tools for elderly people at home in connection with NHCS (nurses home care services), health professionals (General Practitioners, dental surgeons, independent nurses and NHCS, nursing assistants in NHCS).' Transferability intensive policy to reduce health inequalities may not have been fully reported to the AIR project. This could be because those activities are a regular part of the health services provided in those countries. The reduction of health inequalities in European societies continues to be an elusive goal. A number of reasons and theories to explain this have been put forward. Moreover, evidence suggests that variations in welfare policies within European countries do not make a significant difference in the scale or the time trends of health inequalities at population level. 3, 30, 31 So it is usually concluded that more research is needed. One answer to this could be the use of a new typology of policy scenarios for health inequality reduction, as proposed recently by Benach et al. 32 Furthermore, in their systematic review of interventions, Lorenc et al. found that 'downstream' interventions (focusing on individual factors such as lifestyles) are more likely to increase health inequalities than 'upstream' ones, which focus on structural or contextual determinants such as the workplace, provision of resources or fiscal interventions. 33 Most interventions identified and analysed for this study could be defined as 'downstream' and seem to be implemented as a result of the special awareness of PHC professionals, with scarce resources and government support.
In conclusion, it seems that there are several gaps in health inequalities; among them, the 'distance' between the 'scientific' world (the constant search for evidence), the 'policy' world (drawing up fine strategic documents recommending something to any involved party) and the 'real' world of public health practice at PHC level. Furthermore, the level of activities on health inequalities in PHC settings could be raised from interventions to services. Networking should also be promoted, to encourage and support interventions on health inequalities at this level, given that current political choices in Europe may increase inequalities. Policymakers should consider developing and promoting well-founded interventions at PHC level. This could, potentially, be an effective way of taking action on health inequalities, given the enormous difficulties of changing the 'structural' social determinants of health in the current context of increasing socio-economic deterioration across Europe.
